Utilization of the subclavian artery in establishing an anastomotic shunt between major portions of the cardiovascular system for application to congenital cardiovascular anomalies was first suggested by Blalock and Park (1944) . Subsequently, its practicability has been demonstrated in uncounted instances, Blalock (1948) and Ravitch (1953) describing over 1,100 cases in which this procedure was used for treating the tetralogy of Fallot. Clagett (1947) first employed subclavian arterio-aortostomy in coarctation of the aorta. Other series discussing the use of subclavian shunts have been reported by Shumacker (1951) , Gross (1945) , and many others. Examination of the patient revealed a welldeveloped, moderately obese, white male, appearing quite healthy. The head, neck, arms, and chest appeared ruddy and were warm to touch. The legs were pale and cool. Neither arterial pulsations nor a blood pressure could be obtained in the lower extremities. The heart was slightly enlarged to palpation along its left border. A harsh systolic murmur (Grade III) was heard over the aortic area without an accompanying thrill. Along the left border of the sternum, loudest at the second interspace, was a short diastolic murmur. The first heart sound was accentuated and duplicated. In the midscapular area Segmental renal function studies done one month and eight months after thoracotomy showed no essential changes from those described pre-operatively.
The patient has been seen on several occasions in the out-patient clinic, the most recent being June, 1951. His blood pressure has persisted at its originally described levels. Although he continues to complain of the same type of headache that disturbed him before surgery, he attends college, carries a full school curriculum, and works outside school-for his maintenance.
DISCUSSION
That one patient develops gangrene of the arm following occlusion of the subclavian artery while another does not depends upon several factors. It is usually difficult to ascertain the most important factor in any particular case. Those most worthy of mention are the exact portion of the subclavian artery occluded, the anatomical variations of blood vessels about the shoulder and lateral chest wall, the degree of vasospasm associated with the occlusive process, the ability or inability of the collateral vessels to enlarge, the compression of collateral channels by oedema, and the possibility of thrombosis in the collateral pathways (Kinmonth, Simeone and Perlow, 1949; Shumacker, 1947) . It is generally recognized that occlusion or ligation of the second part of the subclavian artery alone need cause no alarm or fear of subsequent gangrene in the arm. When this is associated with ligation of some or all of the branches of the subclavian artery, ischaemia and gangrene are more likely to occur. Indeed, it seems remarkable that more instances of gangrene are not observed after the Blalock procedure, considering how frequently it is necessary to ligate the subclavian branches to secure adequate mobilization of this artery.
In patients with coarctation of the aorta another factor must be considered. The prominent collateral circulation that develops to circumvent the site of stenosis is mediated chiefly through the subscapular and lateral thoracic to intercostal pathways. Is it not likely that, because this portion of the collateral pathway is already hypertrophied in a direction away from the arm, its potential for collaterality to the arm is diminished should this need become imminent ? Such a possibility surely deserves consideration whenever sacrifice of the subclavian branches appears necessary in a patient with coarctation of the aorta.
The advent of homologous grafts, either freshly obtained or taken from blood vessel banks, will probably obviate the necessity for any type of subclavian anastomosis in patients with coarctation. In addition there is evidence to suggest that the blood flow made possible through a subclavian arterio-aortostomy does not justify its performance for repair of aortic coarctation (Clagett and Jampolis, 1951).
SUMMARY
The case of an 18-year-old boy with the typical findings and history of an adult type aortic coarctation is presented. The coarctation was corrected by subclavian arterio-aortostomy. Postoperatively gangrene of the forearm developed necessitating amputation. The various factors involved are discussed briefly. This is believed to be the first such instance reported.
